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INTRODUCTION 
Over the past decade, increased attention has been paid to special 
education in schools. Major legislation (e.g., P.L. 94-142 in the 
United States), landmark court cases (e.g., Larry P. V. Riles, 
1974, 1979, 1984, 1986) and extensive research have all addressed the 
philosophy of special education, the need for special education services, 
to whom these services should be provided, and the referral-to-placement 
process. 
Special education is indeed "Big Business" (Algozzine, Ysseldyke, & 
Christenson, 1983) in terms of the government dollars expended, 
numbers of children served, and impact on the education of our youth. 
Much of the research and administrative energy has been directed 
towards specific issues such as the adequacy of assessment instruments 
and procedures, eligibility criteria, classification, placement, and 
special programming and instruction. Until recently, much less at­
tention has been paid to the first step that initiates special educa­
tion consideration: the referral itself. 
The decision to refer begins when someone (usually a teacher) 
believes that something is wrong with someone else (i.e., a student) 
(Sarason & Doris, 1979). The typical procedure involves completion 
of a short, one-page, referral form which generally includes identi­
fying data on the student (e.g., name, sex, grade, birth date, ad­
dress, etc.), the reason(s) for referral, and contact with parents. 
The referral is then passed on to a designated individual (often a 
principal or resource teacher in the school setting) who forwards 
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the referral to the appropriate educational support service agency. 
Perhaps it is because the initial act of making a referral is so 
simple that its significance in the process has often been over­
looked . 
"Research has shown that the referral itself is highly influential" 
(Anderson, Cronin, & Miller, 1986, p. 389), since once the ball is 
rolling, it is likely that the student will be placed in special educa­
tion. "In a school system, the referral of a pupil to the central 
office for study is the first act in a complex series which places a 
special label on the pupil. It marks him as one of approximately five 
percent who require attention beyond that which his individual school 
unit can provide" (Robbins, Mercer, & Meyers, 1967, p. 270). Indeed, 
large numbers of students would meet the classification criteria for 
special education using current definitions. However, it is only 
those students actually referred who are classified, and thus eligible 
for special services (Ysseldyke & Algozzine, 1983). 
It appears that large numbers of students are referred, and 
that a considerable correspondence exists between the decision to 
refer and declaration that a child is eligible for special services. 
A national survey of 94 special education directors showed that (for 
the 1977-78, 1978-79 and 1979-80 school years) approximately 4 to 5% 
of the school district population was referred and evaluated each year 
(although wide variations in the data were noted) (Algozzine, Ysseldyke, 
& Christenson, 1983). This overall referral rate was consistent with 
that reported by Robbins et al. (1967). Of the students who were 
referred, 92% were also evaluated. Of these, 73% were subsequently 
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staffed into special education programs (Algozzine, Christenson, & 
Ysseldyke, 1982; Algozzine et al., 1983). Thus, the vast majority of 
students who were referred were considered in need of special educa­
tion services. 
The impact of the content of the referral statement has also 
been addressed. The referral becomes an important avenue of com­
munication between the referral source (e.g., teacher) and the referee 
(e.g.. School Psychologist, Speech Therapist, etc.). Walsh, Serafica, 
and Bibace (1976) stressed the need for a referral to include a 
clear and accurate description of the student's problem with a focus 
on providing behavioral data. Indeed, problem identification by the 
referring teacher is important in improving communication about, 
and making intervention plans for the referred student (Bergan, 1977). 
The importance of the content of the referral statement has been 
clearly demonstrated. Based on a review of the school records of 258 
students who were either original referrals or réévaluations, Foster, 
Ysseldyke, Casey, and Thurlow (1983) found that 72% of the referred 
students were placed in special education. Importantly, most were 
placed in the special education category for which they were referred 
(the Kappa correlation between referral category and placement cate­
gory was .88). 
Further, in a computer simulation study (Ysseldyke & Algozzine, 
1981), school professionals (e.g., regular and special education 
teachers, school psychologists, administrators, and support personnel) 
made diagnostic classification decisions based on varying naturally-
occurring pupil characteristics (i.e., sex, socio-economic status. 
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physical appearance) as well as assessment data Indicating average 
performance. Only the nature of the reason for referral was influential 
in the simulated decisions that were made. For example, students 
referred for behavioral difficulties were significantly more often 
diagnosed and labeled as emotionally disturbed than were students re­
ferred for academic problems. Ysseldyke and Algozzlne (1981) con­
cluded that the subjects "retained the stereotype created by the 
referral information" (p. 429) and Ignored the average assessment data 
given. "It would appear that simple reference to a child's behavior 
problems may be a powerful influence in decision-making" (Ysseldyke & 
Algozzlne, 1981, p. 434). 
A similar study by Herbert, Hemingway, and Hutchinson (1984) 
concurred with Ysseldyke and Algozzlne's (1981) results. "The Influence 
of the type of referral (academic/behavioral) was powerful, influencing 
decisions about the accuracy of the diagnostic labels Learning 
Disabled and Emotionally Disturbed, as well as significantly in­
creasing the perceived appropriateness of special education place­
ment. This is particularly Impressive in the absence of any intel­
lectual or achievement test data which were outside the normal range" 
(Herbert et al., 1984, pp. 58-59). 
It should be noted, however, that the results reported by 
Huebner and Cummings (1985) were in contrast to those noted above. 
They carried out an "adapted version" of Algozzlne and Ysseldyke's 
(1981) diagnostic simulation which was designed to assess the effects 
of sociocultural background (rural vs. suburban), and assessment data 
(normal vs. Learning Disabled) on school psychologists' educational 
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decisions. Huebner and Gummings (1985) reported that "knowledge of a 
student's sociocultural background did not influence these school 
psychologist's decisions; however, the type of assessment data had a 
strong impact" (p. 157). The school psychologists in this study made 
recommendations and decisions that were consistent with the results of 
the individual test data provided. In other words, school psychologists 
more often diagnosed children as normal on the basis of normal test 
data and recommended regular class placement; whereas, school psycholo­
gists who received data reflecting a learning disabled student more 
often recommended special education. The contrast in results between 
this study and the two cited previously could have been due to the 
different samples (e.g., school psychologists are generally more ex­
perienced in Interpreting various objective test results than are 
teachers), or may have been due to differences in the materials that 
were used on which participants based their decisions. 
The substantial relationship between referrals and placement out­
comes has two possible explanations according to Foster et al. (1983). 
First, it may be that individuals making referrals are, in fact, ac­
curate in their identification of specific handicaps or difficulties. 
Second, the referral itself may bias the outcome. Once a student is 
identified as having "something wrong," the focus then becomes as­
sessing the source of the student's problem (Ysseldyke, Algozzine, 
Regan, & McGue, 1981). Thus, a self-perpetuating cycle may ensue. 
Regarding the first possibility, studies exploring teachers' 
abilities to identify student problems have provided mixed results. 
Keogh, Tchlr, and Wlndeguth-Behn (1974) found that kindergarten 
6 
and first grade teachers agreed on their descriptions of behaviors 
indicating educational high risk. Ferinden, Jacobson, and Linden 
(1970) found that teachers were 80% accurate in their ability to pre­
dict learning problems in a sample of kindergarten children. Bolstad 
and Johnson (1977) noted that teachers' ratings of the behavior of 
selected students (i.e., best, average and least well-behaved) were 
consistent with observations of these student's classroom behavior. 
In addition, Davis (1978) found a significant relationship between 
teacher referrals and student self-referrals in terms of teacher and 
pupil agreement relative to perceived learning and/or adjustment prob­
lems within the classroom. 
However, in a longitudinal study of kindergarten to grade six 
(Rubin & Balow, 1978) where teachers annually rated their students' 
behavior (N = 1, 586 students), more than half of all students with 
three or more teacher ratings were classified as a behavior problem 
at least once. Among students with six or more ratings, 60% were 
described as a behavior problem by at least one teacher. "It becomes 
apparent that behavior that at least one teacher is willing to classify 
as a problem is the norm rather than the exception for elementary 
school children" (Rubin & Balow, 1978, p. 109). We would hope and 
expect that teachers have a "good eye" for identifying students in their 
classroom who exhibit "real" academic or behavioral problems. In fact, 
Rubin and Balow (1978) suggested that their data may reveal more about 
teacher tolerance limits than real student problems. Although this study 
did not address referrals per se, perhaps these results might explain 
why some students are identified and referred at later grades when it 
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is apparent that the problem has existed for some time. 
Indeed, this overview suggests that the very act of making a refer­
ral, and the information contained therein, may have profound effects 
on the subsequent activities and decisions that are made. "The route 
that students take from the regular classroom into special education 
programs is through the regular classroom teacher" (Hutton, 1985, 
p. 79). If the referral decision is the most important decision in 
the referral-to-placement process, as has been suggested (Ysseldyke 
& Algozzine, 1982), then the time that the teacher first identifies 
a problem is the time that consultation and intervention efforts should 
occur (Ysseldyke, Christenson, Pianta, Thurlow, & Algozzine, 1982). 
Certainly the importance of the initial referral should not be 
underestimated and must be explored further. In keeping with the 
need for continued research in this area, the goal of this thesis was 
to investigate referrals to a child guidance clinic, and associated 
student and teacher characteristics. Only with a better understanding 
of the referral stage of the process will it be possible to realistically 
consider and explore important related concerns such as whether too 
many students are being referred, if these children could be served 
in other more appropriate ways, whether potential referrals are being 
missed, and what type of teacher training issues must be addressed 
to better meet the educational needs of all students. 
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REVIEW OF THE LITERATURE 
The following review of the literature provides an overview of 
the "current state of the art" in referral research. The impact of 
the initial referral has already been discussed. The focus of this 
section will be on the referral itself. The literature in this area 
is somewhat limited; however, the following are some of the Important 
questions that have been addressed: 
Who makes the referral? 
Who is referred? 
For what reasons? 
What institutional constraints and external pressures exist? 
What teacher characteristics are important? 
Who Makes the Referral? 
"A child enters the placement process either through a referral 
by a teacher, parent, or administrator or through identification by some 
routing screening process" (Bickel, 1982, p. 184). However, after 
researching this question, Bickel (1982) surmised that the teacher is 
by far the most important source of referrals, although "little direct 
research on this source has been uncovered" (p. 187). Indeed, in a 
sample of 139 School Psychology referrals, Hyde (1975) found that 89% 
were teacher initiated. In a similar sample of 590 referrals, Nicholson 
(1967) noted that 93% of the referrals were made by public school . 
personnel (73% were initiated by teachers). 
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Who Is Referred? 
Two surveys of classroom teachers (Chrlstenson, Ysseldyke, & 
Algozzine, 1981; Ysseldyke et al., 1982) found that, on the average, 
classroom teachers referred about three students annually (range was 
2.2 to 3.9). Also, special education directors (Algozzine et al., 
1983) indicated that an average of 5% of the student population was 
referred each year. 
At first glance, these results appear to be inconsistent (that 
is, if classroom teachers refer three students each, and there are 
usually 25 to 30 students per class, then approximately 8 to 10% of 
the student population would be referred). However, the sample 
populations used in these surveys are critical in explaining this 
discrepancy. Christenson et al.'s (1981) results were based on the 
average number of students referred by a relatively small group of 52 
regular and special education teachers. The range of referrals per 
teacher was considerable. Conversely, Ysseldyke et al. (1982) based 
their findings on a survey of teachers at the time a referral was 
initiated. Teachers who did not refer were not surveyed. Thus, their 
results reflected the number of referrals per teacher of teachers 
who actually made referrals, rather than an overall average across 
all teachers. Further research is needed to clarify the average referral 
rate of teachers. Such estimates should be based on larger samples 
and include teachers who refer students as well as those who do not 
make such referrals. 
Within the referral population, sex of students has been found to 
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be an important variable. Research has consistently shown that boys 
are much more likely to be referred than girls (Gilbert, 1957; Gregory, 
1977; Lietz & Gregory, 1978; Mumpower, 1970; Thurlow, Christenson, & 
Ysseldyke, 1983; Tomlinson, Acker, Conter, & Lindborg, 1977). This 
discrepancy has been reported to be as high as 2.5 to 1. 
Grade level placement has also been associated with referral 
rates. The greatest percentage of referrals have generally occurred 
at the elementary school level (e.g., 81% reported by Nicholson, 
1967) with most of these occurring between kindergarten and third 
grade. Ysseldyke et al. (1982) found that reading group placement 
was another associated factor. A survey of 94 teachers who initiated 
referrals and also identified the reading group of the referred 
student, revealed that the most common reading group was the lowest 
(59.6%) while 24.5% were in the middle group, and 4.3% in the highest 
group. Another 11.2% did not "fit into the classroom grouping ar­
rangements" and required special materials and/or instruction. 
Minority group status has shown an inconsistent relationship to 
the probability of a referral. Tomlinson et al. (1977) found a sig­
nificantly higher percentage of minority students were referred and 
that special education was more often recommended for minority students. 
Conversely, Lietz and Gregory (1978) found that significantly more 
black than white students were referred to the school office for 
disciplinary action, but no difference between the two groups was 
observed for referrals to special education. 
Lastly, a recent study by Cowen, Weissburg, and Guare (1984) 
compared a number of characteristics of referred and nonreferred 
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students. This was part of a larger renorming study on two objective 
teacher-rating scales, and compared 275 first to fourth graders 
referred to a school mental health program with a demographically 
matched sample of 509 nonreferred classmates. The referred and non-
referred students were compared on selected teacher behavior rating 
measures of school problems (from the Classroom Adjustment Rating 
Scale; Lorion, Cowen, & Caldwell, 1975) and competencies (from the 
Health Resources Inventory; Gesten, 1976). The referred sample had 
significantly higher scores on all four of the problem dimensions 
(Acting-Out, Shy-Anxious, Learning Problems and Total Maladjustment) 
and significantly lower scores on all six of the competence measures 
(Good Student, Peer Sociability, Adaptive Assertiveness, Follows 
Rules, Frustration Tolerance, and Total Competence). 
The children were also compared relative to physical and health 
characteristics, number of recent critical life events, current school 
activities, special services, and current family status. The authors 
reported that referred children had more serious physical coordination 
and health problems, were judged to be less physically attractive, 
had experienced more critical life events, and were involved in more 
problem-related special services with fewer extracurricular activities. 
There were also more signs of disruptions in the family (e.g., parental 
divorce). 
Cowen et al. (1984) noted the "breadth and consistency of the 
indicators that differentiated referred from nonreferred children" 
(P. 406) in their sample. Indeed, referred students were at a 
definite disadvantage in many aspects of their lives. Thus, these 
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authors advocated the use of early screening measures to identify such 
high risk children and provide them with the earliest possible 
interventions. 
The foregoing research has shown that the most likely referral 
candidates are male students rather than female, children in the 
elementary grades, and children in the lowest reading group within a 
classroom. Referred children have also been shown to be disadvantaged 
in many areas of their lives compared to their nonreferred peers, 
including classroom adjustment and competence. In addition, estimates 
of the average referral rates of teachers can be misleading, and re­
quire further investigation. 
For What Reasons? 
Over the years, several studies have addressed the most common 
reasons for referral. Gilbert (1957) and Nicholson (1967) found that 
academic difficulties were the most frequent referral reason. Like­
wise, Hyde (1975) and Ysseldyke, Christenson, Pianta, and Algozzine 
(1983) found learning-related problems were most frequently referred, 
with emotional difficulties second. However, Robbins et al. (1967) 
and Hutton (1985) found behavior problems to be the most prevalent 
referral in their samples (specifically poor peer relationships in 
Hutton*s study). Anderson et al. (1986) found approximately equal 
numbers of referrals citing academic concerns or academic plus 
behavior problems. Table 1 provides a summary of the results of 
these studies. 
Table 1. Summary of referral reasons 
Study Technique 
Gilbert (1957) Survey of clinics 
Rice (1963) Analysis of referrals to a Child Guidance 
Agency 
Nicholson (1967) Survey of school psychologist's case study re­
ferrals submitted for review 
Robbing, Mercer, & 
Meyers (1967) 
Analysis of referrals to a central office 
Hyde (1975) Analysis of referrals submitted for School 
Psychological Services 
Ysseldyke, Christen-
son, Pianta, & 
Algozzine (1983) 
Survey of teachers at point when student was 
referred 
Button (1985) Reviewed school psychology referrals 
Anderson, Cronin, 
& Miller (1986) 
Reviewed referral information of learning dis­
abled students (grades 1-5) 
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Sample Location 
Most frequent reason(s) for 
referral (primary findings) 
2,500 
referrals 
283 
referrals 
59 school 
psychologists 
1,231 
referrals 
139 
referrals 
105 
teachers 
Clinics surveyed in 
Detroit, Philadelphia, 
New York City & Chicago 
Not specified 
Ohio 
Riverside, California 
Cleveland, Ohio 
9 states across USA 
Academic (45%) 
Referral reasons varied at 
different grade levels 
Academic (46%) 
Behavior problems 
40% grades 4-6 
54% junior high 
61% high school 
Academic (57.6%) 
(Emotional 30.2%) 
Academic (39.9%) 
(Emotional 21.8%) 
181 
referrals 
269 
students 
5 school districts 
represented 
Louisiana 
Behavioral (poor peer 
relationships) 
Academic (42%) 
Academic & behavioral (41%) 
Behavioral (17%) 
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The reasons for referral have remained consistent across grades 
(Gilbert, 1957) and have also varied as a function of grade place­
ment (Anderson et al., 1986; Button, 1985; Nicholson, 1967; Rice, 
1963, Robbins et al., 1967). For example, Robbins et al. (1967) re­
ported that referrals at the elementary levels tended to reflect more 
academic concerns or possible giftedness, while secondary level refer­
rals reflected more behavioral problems. These authors postulated 
that by high school, most significant academic difficulties have already 
been identified and appropriate placements made. Thus, academic refer­
rals would be expected to decline at higher grade levels. 
In their sample of first to fifth graders, Anderson et al. (1986) 
found that academic probles alone were more often cited in second, 
third and fourth grades, whereas behavior problems were more frequent 
at first and fifth grades. They speculated this might be due to teachers 
focusing on behavior vs. academic work in the first grade, and the cumula­
tive effects of school failure over several years by fifth grade. 
Reasons for referral have also varied according to the sex of 
the student (Davis, 1978; Gregory, 1977). Girls were more often 
referred for academic concerns whereas boys were more often identified 
for behavioral difficulties. Conversely, Button (1985) found that 
reasons for referring males and females were similar. 
The inconsistencies in many of these results are self-evident, 
and may well be due to any number of factors that make comparisons 
across studies difficult. In addition to varying methodologies, some 
studies identified only one referral reason per child while other 
studies included more than one (generally up to a maximum of three 
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reasons). Contradictory findings could also be due to differences in 
size and demographic composition of the school districts studied 
(Hyde, 1975). Moreover, several studies noted that the referral 
reasons given were often general and nonspecific. Thus, consistency 
in categorization across studies is suspect, and indeed, most studies 
differed to some degree on the referral categorization system used. 
What Institutional Constraints, and 
External Pressures Exist? 
Teachers' decisions to refer may be influenced by a number of 
factors that lie outside the classroom. Christenson et al. (1981) 
noted that organizational factors (e.g., rules, procedures), availability 
of services, and "hassle" were all barriers to referral. External 
pressures identified were outside agency influence, federal or state 
requirements, and concerns of parents. 
Robbins et al. (1967) noted that referral rates may be more 
related to "inter-system" rather than "extra-system" factors. They 
found that such variables as affluence of the neighborhood and the 
percent of nonwhites in the population did not affect referral rates. 
Factors that appeared to be influential in placing restraints on re­
ferrals were the size of the school (particularly in relation to the 
amount of service time provided by School Psychologists in this case) 
as well as the attitude of principals toward such services. 
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What Teacher Characteristics Are Important? 
It has been suggested that certain "teacher variables" may be 
important in inhibiting or facilitating the tendency to refer (Thurlow 
et al., 1983). In a review of their findings regarding referrals, 
Thurlow et al. (1983) noted that variables such as teacher age, sex, 
experience, and numbers of students previously referred as well as 
teacher attributions for student problems and desired outcomes from 
referrals have not shown any consistent relationship to referrals. 
However, one study focused specifically on the sex of the teacher and 
referral frequency did find that male teachers referred significantly 
fewer students than were expected (Sandler, 1980). 
Two surveys of classroom teachers regarding various aspects of 
referral-making (Christenson et al., 1981; Ysseldyke et al., 1982) 
noted that the teacher's own belief system, knowledge of individual 
differences and willingness to modify the curriculum were important. 
Also, tolerance levels for various behaviors (i.e., academic skill 
level, lack of preparation for or poor attitude toward instruction) 
were identified as important factors. Certainly, research has shown 
that teachers do find classroom behaviors differentially disturbing 
(Colemen & Gilliam, 1983). Indeed, Button (1984) noted that teachers 
may rate students according to the degree of disturbance they feel 
about the student's behavior. "The extent to which a particular teacher 
finds a particular type of behavior as disturbing may influence the 
likelihood that a student exhibiting that behavior will be referred" 
(Thurlow et al., 1983, p. 14). Thus, teacher tolerance limits may 
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present a source of bias in the initial act of making a referral. 
One of the problems in this research area, however, is that the 
teacher characteristics identified have usually been based on referring 
teachers only (e.g., a teacher is asked to complete a survey at the 
time a referral is made). No studies were found that made specific 
comparisons of teacher characteristics between those teachers who 
referred students and those who did not. 
Conclusion 
Relative to other areas in the field of special education, the 
area of referrals is one in which there has been limited research, as 
well as one that has been characterized by sometimes questionable, 
and certainly variable, methodologies. It is necessary to distinguish 
between studies of actual referrals (e.g., Gilbert, 1957; Hutton, 
1985; Hyde, 1975; Mumpower, 1970; Nicholson, 1967; Robbins et al., 
1967) versus surveys of referral behavior (e.g., Christenson et al., 
1981; Ysseldyke et al., 1982) versus simulations of referrals/ 
evaluations/outcome decisions (e.g., Davis, 1978; Gregory, 1977; 
Huebner & Cummings, 1985; Ysseldyke & Algozzine, 1981). These 
methodological variations make it difficult to compare across 
studies, especially in an area that is already exceedingly complex. 
These differences, no doubt, also contribute to much of the con­
flicting data that exists. 
Notwithstanding, research in this area has identified and addressed 
some interesting and pertinent issues. Certainly the importance and 
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Impact of the Initial referral decision has been well-documented. 
However, those factors that are influential in making the referral 
decision still require further investigation and clarification. A 
greater insight at this stage of the process will provide a broadened 
perspective in addressing such issues as prereferral interventions, 
curriculum-based assessment, and teacher training and consultation. 
Future research is needed: research that attempts to replicate 
some of what has already been done, but also to introduce new 
variables that may be influential. In particular, research efforts 
must attempt to focus on the specificity of referral reasons, as well 
as the "match between characteristics of the student referred and the 
individual making the referral" (Ysseldyke et al., 1983). Thus, it 
is important to continue to explore those student and teacher variables 
that may make a difference. 
The intent of this study was twofold. The first purpose was to 
analyze actual referrals to a child guidance clinic during an entire 
school year. Referrals were investigated relative to the source of 
the referral, primary referral reason, specificity of the referral 
reasons, student grade, student sex, and time of year the referral 
was made. 
The second purpose was to compare various characteristics of 
elementary school teachers who referred and did not refer students 
for an evaluation during the school year. These characteristics were 
investigated relative to teacher age, sex, years of teaching ex­
perience, teacher education, as well as the degree to which teachers 
rated an assortment of student behaviors as disturbing. 
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METHODOLOGY 
Subjects 
Teachers 
One hundred and thirty-seven Canadian elementary school teachers 
(of kindergarten through sixth grade) participated in the study. 
Regular classroom, resource, second language, music, and physical 
education teachers were all represented in the sample. The teachers 
all taught in elementary schools which were located within one school 
district in a large Canadian city. Teachers at the junior and senior 
high level were not surveyed because referrals at that level were 
generally made by the guidance counselor rather than the regular 
classroom teacher. 
Instruments 
Referral form 
The educational support service agency which served the school 
district noted above was called the Child Guidance Clinic. The basic 
referral form to the Child Guidance Clinic was used (see Appendix A). 
This form must have been completed before a child was considered to be 
"open" to the clinic for evaluation, and was usually completed by a 
teacher (although it may also be completed by a principal, resource 
teacher, guidance counselor, parent, physician or other). The form 
requires typical identifying data on the child, such as name, school, 
age, grade, parents' names, etc., as well as the reason for referral, 
remedial action taken, parental occupations, a description of the 
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kind of assistance expected, and so on. 
Completed referrals were directed to the central Child Guidance 
Clinic office. The clinic was a central agency which provided multi-
disciplinary teams or "units" to the various school districts in the 
city. The unit which served the school district in question consisted 
of a director, three reading specialists, four school psychologists, 
two social workers, two speech and language pathologists (all here­
after called "clinicians"), and one psychiatrist. Audiological assess­
ments could also be arranged at the central Child Guidance Clinic 
office. The school district, which was the "catchment area" for this 
particular Child Guidance Clinic unit, had an overall population of 
approximately 40,000. The student population was 7,903. The school 
district comprised a suburban area and adjacent rural area, the popula­
tion was predominantly white, and the overall socioeconomic status 
in the community ranged from lower to middle class. 
Teacher survey 
The teacher survey was designed to provide specific information 
regarding the teacher's age, sex, current teaching assignment, years of 
teaching experience, educational level, and referral history (see 
Appendix B). Three free response questions were included in addition 
to the fill-in-the-blank questions in order to determine the teachers' 
knowledge of the referral process, to gather teachers' ideas regarding 
the important factors to consider in making a decision to refer a 
student, and the most appropriate time of year to make a referral. 
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Disturbing Behavior Checklist 
One of the "teacher variables" that has been suggested as poten­
tially important (but which has not been studied relative to actual 
referrals), is that of teacher tolerance (Algozzine, 1979; Thurlow 
et al., 1983). The measure of teacher tolerance utilized in this 
study was the Disturbing Behavior Checklist (DBC) (Forms 1 and 2) 
developed by Algozzine (1979). The DBC was designed to rate 
the relative "disturbingness" of a variety of children's behaviors. 
It is a Likert scale where teachers rate, on a scale of one to five, 
the degree to which they find a variety of children's behaviors 
to be disturbing to them. 
The DBC was designed within the context of ecological theory 
presented by Rhodes (1967, 1970), who suggested that children's 
behaviors may be differentially bothersome to individuals who work with 
those children. "The theory suggests that 'disturbance' may be 'in 
the eye of the beholder' and may be generated within an ecosystem when 
an individual's behavior is viewed as disturbing or bothersome by 
others in the system. Deviance, then, may be as much a function of 
reactions to behavior as it is the behavior in and of itself" (Algozzine, 
1979, pp. 1-2). 
The two forms of the DBC are provided in Appendix C. The DBCI 
was developed by Algozzine to evaluate the relative disturbingness 
of behaviors characteristic of emotional disturbance (ED), and was based on 
the Behavior Problem Checklist by Quay and Peterson (see Algozzine, 1979). 
The DBCIÏ was developed as an indicator of the relative disturbingness 
of certain behaviors characteristic of learning disabilities (LD). 
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This form of the scale was developed by Algozzine based on LD text­
books and case studies. 
A normative study and factor analyses of the two forms of the 
scale were reported by Algozzine (1979) in a validation report of the 
DBC. Internal consistency reliability data were reported to be .93 
for the DBCI and .95 for the DBCII. For factor analytic results as 
well as the results of a series of studies using the DBC, see Ap­
pendix D. 
That the behaviors of children are differentially disturbing to 
teachers has important implications for referral research. Indeed, 
"if teachers are reactive to children as a result of their tolerance 
for their behaviors, a source of bias in referral and assessment may 
be evident" (Algozzine, 1979, pp. 8-9). The relationship between 
teacher tolerances for certain student behaviors and teacher referrals 
is an interesting question and warrants further research; thus, the 
inclusion of this scale as one of the measures of teacher characteristics 
in this study. The prediction was that teachers who were less 
tolerant (i.e., rated more behaviors as disturbing on the DBCI and 
DBCII) would make more referrals. 
Procedure 
The teacher surveys were administered during the spring of 1985. 
The researcher personally attended each school and addressed the 
teachers as a group. A brief overview of the study was given and the 
teachers were asked to complete the survey and DBCI and DBCII at that 
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time (see Appendix E for specific information and instructions given to 
teachers). The administration of the DBCI and DBCII was counter­
balanced to control for any order effect, that is, half of the teachers 
rated the DBCI first and the DBCII second, and vice versa for the re­
maining teachers. Actual completion of the teacher survey and DBCs 
took approximately 20 minutes. 
Teachers' names did not appear on the survey forms; however, the 
forms were numbered with names maintained on a separate master register. 
It was essential that teachers were identified in this way so that 
individual surveys and DBCs could be matched to referrals made by 
teachers throughout the school year. Once each teacher was given an 
identifying number, corresponding referrals were identified by the 
same number. 
When referrals were received, student age, sex, grade, school, 
month in which the referral was dated, parental occupation(s), and the 
primary (i.e., first-named) reason for referral were recorded. The 
referral reasons were categorized using a coding system based on a 
system developed by Ysseldyke et al. (1982), with several slight modifica­
tions (see Appendix F). Inter-rater reliability for categorization 
of the primary referral reason on a random sample of 10% of the re­
ferral data was .85. (Reliability was calculated using the formula; 
Agreement/Agreement + Disagreement.) All referrals to all 
disciplines in the unit for the entire 1984-85 school year were 
included in the referral sample (the academic year was September to 
June). 
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Data Analysis 
Data were analyzed using the Statistical Analysis System (SAS) 
(Statistical Analysis System Institute, 1982). SAS procedures em­
ployed included; Means, Correlations, T-Test, Chi-Square, ANOVA, and 
Tukey Studentized Range test. Other analyses included frequency 
counts and percentages. Content analyses of the specificity of re­
ferral reasons and free response questions on the teacher survey were 
descriptive in nature. 
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RESULTS 
This project was designed to investigate actual referrals to a 
child guidance clinic, as well as associated teacher characteristics. 
The results have been organized into four major sections: 
1. Description of school district/schools; 
2. Referral results; 
3. Teacher survey results; 
4. Summary. 
Schools 
The 19 schools under study were located within one school district 
in a large Canadian city (600,000 population). The school district, 
which was the catchment area for the Child Guidance Clinic unit as 
described earlier, comprised a suburban area and an adjacent rural 
area. Tables 2 and 3 present breakdowns of the number of suburban 
and rural schools, and student population. The mean class size reported 
by teachers who completed surveys for kindergarten through sixth grade 
was 26 students. This was consistent with the average class size of 
25 students reported by Ysseldyke et al. (1982). 
Referrals 
The referral results were based on all referrals submitted to 
the Child Guidance Clinic unit from the entire catchment area during 
the 1984-85 school year. A total of 333 referrals were received from 
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Table 2. Number of rural/suburban schools and student population 
Total 
Senior high Junior high Elementary student 
schools schools schools population 
Rural 1 1 3 1,886 
Suburban 2 3 9^  6,017 
7,903 
*One elementary school was a private school located in the area. 
Table 3. Student population by grade 
% of total 
Grade Number of students student population 
584 7% 
1 606 8% 
2 606 8% 
3 585 7% 
4 624 8% 
5 662 8% 
6 669 8% 
7 689 9% 
8 610 8% 
9 615 8% 
10 486 6% 
11 517 7% 
12 515 6% 
SNb 135 2% 
Total 7 ,903 100% 
I^n all tables and figures, K refers to kindergarten. 
Special needs. 
28 
all sources, which represented 4.2% of the total student population 
in the school district. Referrals were received from each of the 19 
schools in the study, representing a range of from 2% to 13% of the 
school population. School-based referrals accounted for 86% of the 
referral sample, while the remaining 14% included referrals from 
parents, other agencies/hospitals, physicians, and miscellaneous 
sources (9%, 3%, 1% and 1%, respectively) (Table 4). Seventy percent 
of the referrals were new clients to the clinic, and 30% were reopened 
cases: that is, new referrals on clients who had previously been 
seen by the clinic. 
Of the 177 referrals which included parental occupation informa­
tion (53% of the total referrals), all ten of Mercer and Lewis' 
(1977) occupational classifications were represented, but were not 
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equally distributed (x = 86.61, p < .005). The lowest occupational 
groups (classifications 0 through 5) represented 75% of the referrals 
(Figure 1; see Appendix G for classification descriptions). 
The overall ratio of referred males to females was 2.11 to 1, 
which is consistent with previous research. There was no significant 
difference between the proportion of males to females across grades 
using a chi-square test; however, the validity of this test result 
was suspect due to the small frequencies in many of the cells. Clearly, 
some major trends were evident upon a visual inspection of Figure 2 
(grades 10 to 12 were not included due to small sample size). Far 
more boys were referred in grade 1, and again in grades 6, 7 and 8. 
Grades 2 to 5 showed a smaller discrepancy between the ratio of males 
to females referred. 
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Table 4. Numbers of referrals submitted by referral sources by 
grade levels 
Referral sources 
Number of Teacher/ Parental Other Physician Other 
Grades referrals school agency 
Grades K-6 243 207 23 10 3 0 
Grades 7-9 67 62 5 0 0 0 
Grades 10-12 23 17 3 . 0 1 2 
Total referrals 
submitted 333 286 31 10 4 2 
% of total 
referrals 100% 86% 9% 3% 1% < 1% 
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Figure 2. Ratio of males to females referred by grade 
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Students were referred during every month of the school year 
(Figure 3); however, referrals were not equally distributed across 
2 
months (% = 68.02, p < .01). Referrals tended to cluster around 
three different times of the year: 27.6% were referred in October and 
November, 23% in March and April, and another 16% in January. 
(January was the highest referral month.) More specific chi-square 
analyses (e.g., grade by month, or referral reason by month) were 
inappropriate due to sparce frequency counts in many cells. 
Students at every grade level were referred (Table 5 and 
Figure 4); however, referrals were not distributed equally across 
grades (x  ^= 101.89, p < .01). The majority of referrals (73%) 
occurred at the elementary level, with over half of the total referrals 
(52%) occurring between kindergarten and third grade. Another increase 
in referrals occurred at the seventh grade level (9.6%), with a steady 
decline in the number of referrals thereafter. This spurt corresponded 
to junior high entry for most grade seven students (one junior high 
school started at sixth grade). 
The 12 "reason for referral" categories were also not equally 
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represented in the referral sample (% = 233.27, p < .01) (Figure 5, 
see Appendix F for examples). The categories of Emotionally Mani­
fested Symptoms, Behavior Disorders, Learning Related Symptoms, and 
Speech/Language accounted for 76% of the primary referral reasons. 
The largest single referral category was Learning Related Symptoms 
(28%), and no referrals were received that specified Activity Dis­
orders or Physical Development as the primary referral reason. Also, 
there was no significant difference between male and female students 
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Table 5. Percentage of students referred by grade 
Grade Number of students Number referred % referred 
K 584 49 8.4% 
1 606 50 8.3% 
2 606 37 6.1% 
3 585 38 6.5% 
4 624 26 4.2% 
5 662 23 3.5% 
6 669 20 3.0% 
7 689 32 4.6% 
8 610 19 3.1% 
9 615 16 2.6% 
10 486 9 1.8% 
11 517 7 1.3% 
12 515 7 1.3% 
Total 7,768* 333 Average : 4.2% 
^Special needs population Is omitted. 
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for the referral reasons given. 
Visual inspection of the data indicated that referrals for emo­
tional and behavioral symptoms were distributed relatively equally 
across all grade levels (although statistical analyses of the referral 
reasons by grade was inappropriate because of small cell frequencies). 
However, Learning Related and Speech/Language referrals showed definite 
trends with respect to grades. Eighty-nine percent of the Learning 
Related referrals were from kindergraten to seventh grade (76% were 
from the elementary level: kindergarten to sixth grade). Ninety-one 
percent of the Speech/Language referrals were regarding students from 
kindergarten to third grade, with only two such referrals received from 
grades 7 to 12. 
The sex of teachers making referrals appeared to be an important 
factor controlling whether students were referred. A chi-square analysis 
of 207 teacher initiated referrals from grades K-6, with expected 
values based on the proportion of male and female teachers (19% and 
2 81%, respectively) was significant (x = 9.13, p < .005). Male teachers 
referred significantly fewer students than expected, and female teachers 
referred significantly more students than expected. Another chi-square 
analysis showed that male students were not referred disproportionately 
by male or female teachers. 
Teacher Survey 
The teacher survey results were based on information gained from 
a sample of elementary teachers who taught in schools located within 
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the school district. The referrals submitted by these teachers 
constituted a subset (63%) of the total elementary level teacher-
initiated referrals (and 39% of the 333 referrals from all levels) 
which were submitted to the Child Guidance Clinic unit for the year. 
In order to put this in perspective. Table 6 provides an overall sum­
mary of the numbers of elementary teachers who did or did not complete 
surveys, who did or did not refer, and the number of referrals sub­
mitted. 
The 137 elementary school teachers (32 male, 105 female) who 
completed surveys comprised 60% of the 230 teachers in the 12 elementary 
schools. Given that completion of the survey was voluntary, the fact 
that the majority of teachers in the population were included lends 
support to the representativeness of this sample. Sixty-five of the 
137 teachers who completed surveys (47%) made a total of 131 referrals 
during the school year, an average of 2.02 students each (range was 
1-8 referrals). The remaining 72 teachers (53%) did not refer any 
students for special services. Thus, the overall referral rate for 
all 137 teachers was .95 students over the year. The percentages 
of surveyed teachers who did and did not refer were consistent with 
the overall teacher population referral rates (Table 6). 
Additional descriptive information regarding the teachers (i.e., 
number of years in university, teaching experience, teacher age and 
grade levels/subjects taught) is presented in Tables 7, 8 and 9. 
Twelve percent of the surveyed teachers reported they had no university 
degree, while 36% indicated they had more than one degree. Of the 
various degrees reported: 9% were Teaching Certificates, 78% were 
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Table 6. Numbers of elementary teachers who did and did not complete 
surveys and their referral status 
Elementary teachers 
who completed surveys 
Yes No Total 
Elementary teachers Yes 65^  42b 107C (47%) 
who referred? No 72 51 123 (53%) 
Total 137 93 230 teachers 
^One hundred thirty-one teacher-initiated referrals submitted 
(K-6). 
^Seventy-six teacher-initiated referrals submitted (K-6). 
T^wo hundred seven teacher-initiated referrals total (K-6). 
Table 7. Teacher education and number of years teaching experience 
Standard Number 
Mean deviation Range of teachers 
Years in university 4.06 1.10 1-7 135 
Years teaching experience 12.68 7.25 1-33 136 
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Table 8. Age of teachers completing surveys 
Age Number of teachers % of teachers 
Under 25 5 4% 
25-34 49 36% 
35-44 56 41% 
45-54 22 16% 
55-64 4 3% 
Total 136* 100% 
^One teacher did not specify age. 
Table 9. Grade levels/subject areas taught 
Grade/subject Number of teachers % of teachers 
K 10 7% 
1 21 15% 
2 15 11% 
3 14 10% 
4 19 14% 
5 23 17% 
6 12 9% 
Resource 8 6% 
Physical education 5 4% 
Music 3 2% 
Second language 3 2% 
Not specified 4 3% 
Total 137 100% 
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Bachelor Degrees (Arts or Education), 2% were Physical Education 
Degrees, 7% were postgraduate level (premasters or Master's), and 
the remaining 4% were other types of degrees. This study was done 
in Canada, and the current local temporary certification standards 
included a four-year Bachelor of Education Degree, or an undergraduate 
degree in another discipline plus a one-year teaching training program. 
Permanent certification in the province required an additional two 
years of supervised teaching experience. 
The focus of the analyses based on the teacher survey was to 
determine which, if any, "teacher variables" were related to whether 
a teacher did or did not make a referral. Point biserial correla­
tions between whether or not a referral was made and years in 
university, teacher age, and teacher experience were all nonsignificant 
(r = .08, r = -.04 and r = -.10, respectively). 
Analysis of variance (ANOVA) was used to determine whether 
teachers who had high scores on the DBCs (i.e., teachers who had low 
tolerance levels) made more referrals than did teachers who were more 
tolerant (i.e., had lower DBC scores). A separate total score for the 
DBCI and DBCII was calculated for each teacher by summing their ratings 
on all items on each checklist. In addition, each teacher's total 
DBCI and DBCII scores were in turn summed to give an overall measure 
of tolerance. This total DBC score incorporated ratings of both 
emotional and learning behaviors. Teachers' scores on the DBCI, 
DBCII and DBC total were subsequently divided into the top 25%, 
middle 50% and bottom 25% in order to create three groups of teachers 
who differed in their degree of tolerance for various student behaviors. 
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ANOVA was used to compare the mean number of referrals made by the low, 
middle and high groups for the DBCI, DBCII and DEC total, respectively. 
Table 10 indicates that comparison of the number of referrals 
made by teachers in the low, middle, and high score groups were not 
significantly different for the DBCI and DBCII. However, a visual 
inspection of the mean number of referrals in Table 11 suggests a 
consistent trend. That is, the low group made the fewest referrals 
and the high group the most referrals. 
The ANOVA result for the DBC total was significant (Table 10), 
indicating that, when both emotional and learning behaviors were com­
bined, there was a significant difference between the number of re­
ferrals made by the low, middle, and high groups. A Tukey's Test 
(Table 12) shows the high DBC total group (i.e., less tolerant teachers) 
made significantly more referrals than did the low group (i.e., more 
tolerant teachers). The middle group did not differ significantly 
from either the low or high tolerance groups. 
T-tests were used to compare the means of the DBCI, DBCII and DBC 
total for teachers who made referrals versus those who did not. These 
were not significant at the .05 alpha level for the DBCI and DBCII 
(although the DBCI just missed significance). However, mean DBC total 
scores for teachers who did and did not refer were significantly dif­
ferent from one another (t^ ^^  = 1.72, p < .05). Thus, again for the 
DBC total which incorporated ratings of both learning and emotional 
behaviors, teachers who referred students showed significantly higher 
DBC total scores (i.e., rated more behaviors as very disturbing) than 
did teachers who did not refer. 
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Table 10. ANOVA results -- DBCI, DBCII, DBC total 
F-value Probability Degrees of freedom 
DBCI 
DBCII 
DBC total 
2.35 
1.47 
3.16 
.099 
.234 
.045* 
2,129 
2,129 
2,129 
*p < .05. 
Table 11. Mean number of referrals of low, middle and high groups 
DBCI DBCII DBC total 
Low 
Middle 
High 
.580 
.952 
1.289 
.757 
.892 
1.294 
.656 
.863 
1.441 
Sample size 132 132 132 
Table 12. Tukey's Studentized Range Test comparing 
referrals for DBC total 
mean number of 
Low 
Middle 
High 
.656 
.863 A 
1.441 
B 
B 
^eans with the same letter are not significantly different from 
one another. 
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The last "teacher variable" explored as possibly related to a 
teacher's tendency to refer was sex of the teacher. A Chi-Square 
Test of Independence showed there was no significant difference between 
the proportion of male and female surveyed teachers who made referrals. 
However, although this result was not statistically significant. 
Table 13 shows that virtually equal numbers of female teachers did 
and did not refer, while almost twice as many male teachers did not 
refer students as did. This trend is consistent with the statistically 
significant chi-square result reported earlier where the number of 
referrals made by all male and female elementary teachers were com­
pared. Male teachers referred fewer students than were expected based 
on the proportion of males in the teaching staff. 
Subsequent T-tests compared the mean DBCI, DBCII and DBC total 
scores for male and female teachers. The results were significant 
in each case, and, consistently, male teachers showed significantly 
lower means than did female teachers on all three DBC measures (Table 14) 
These results suggest that male teachers rated themselves as more 
tolerant of student behaviors on the DBCI and DBCII than did female 
teachers. 
Teacher survey free responses 
Three open-ended questions were included in the teacher survey. 
Teachers' responses are summarized as follows: 
1. "What factors do you consider to be important in making a 
decision to refer a student?" 
Most teachers listed several factors which they would consider. 
The most commonly reported factors included: limited academic progress. 
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Table 13. Number of referrals made by male and female surveyed 
teachers 
Sex of teacher 
Male Female Total 
Referral? Yes 12 53 65 
No 20 52 72 
Total 32 105 137 
Table 14. Means, standard deviations, and t-values for male and 
female teachers on DBG measures 
Females Males 
Mean/ Mean/ 
standard standard t-value/ Degrees of 
deviation deviation probability freedom 
DBCI 189.99/25.45 178.35/22.98 2.41/p < .01 131 
DBCII 155.78/25.54 145.64/26.68 1.87/p < .05 131 
DBC total 345.97/45.84 323.97/45.82 2.31/p < .025 131 
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social or behavioral problems (few specifics were given), "emotional 
disturbance," language development, and parental request. Several ad­
ditional factors noted by a number of teachers were: short attention 
span, poor "self-concept," hearing, health problems and "hyperactivity." 
2. "When do you believe is the appropriate time of year to 
refer a student, and why?" 
Responses to this question generally fell into one of four cate­
gories. Approximately one-third of respondents indicated referrals 
should be made as early in the school year as possible. Reasons given 
included the importance of establishing appropriate programming early, 
to maximize available help, and because referrals take so long to 
process. Approximately 20% of the teachers specified October or 
November as the most appropriate time to refer. Many commented they 
needed observation time at the beginning of the school year, as well 
as time to try out several school-based strategies. Another 20% 
stated a referral should be made whenever a problem becomes apparent. 
Several specifically noted that the time of year should not be a 
factor. 
Finally, about 6% of the teachers suggested referrals should be 
made in the spring so information gained would be available for the 
following school year, but a few teachers held the totally opposite 
view. They emphasized that referrals should not be made at the end of 
the school year because there would be no follow-through, and the re­
ceiving teacher in September would not know the student well enough 
to plan with clinicians. 
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3. "Briefly describe the referral procedure to the Child Guidance 
Clinic as it exists in your school division." 
The vast majority of teachers were able to outline the referral 
procedure. This involved identifying a student problem; consultation 
with the resource teacher (the degree to which this was done varied), 
the principal, and possibly the appropriate clinician; obtaining 
parental permission; and completing the referral form. Several 
"specialist" teachers (i.e., second language, music, physical education) 
indicated that they did not make referrals, and one specialist teacher 
in particular stated that no one informed her about referrals that 
were made. 
Summary 
The results were based on all referrals submitted to the Child 
Guidance Clinic unit from the entire catchment area during the 1984-85 
school year, as well as based on information gained from a sample of 
elementary teachers who completed surveys and Disturbing Behavior 
Checklists. 
Referral results indicated that about 4% of the total student 
population was referred during the year, and the vast majority of 
referrals were school-based. Twice as many boys were referred as 
girls, the majority of referrals occurred at the elementary level, 
and referrals represented the 5 lowest parental occupational groups 
described by Mercer and Lewis (1977). The largest single referral 
category was Learning Related Symptoms, and some definite trends in 
the distribution of several referral categories across grades were 
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noted. Referrals also tended to cluster around three distinct times 
of the school year. 
The average annual referral rate was 2.02 students for teachers 
who both completed surveys and referred students. However, the overall 
average referral rate was .95 students when teachers who completed 
surveys and did not refer were also included. Approximately half of 
the teachers did not refer any students for special services. 
Of the number of teacher variables investigated as potentially 
contributing to a teacher's tendency to refer, only two showed 
consistent relationships. First, there was a trend for teachers who had 
high DBG total scores (i.e., less tolerant teachers) to make more 
referrals than teachers who were more tolerant (i.e., had lower DBG 
scores). Likewise, teachers who actually referred students tended to 
have higher DBG total scores (i.e., were less tolerant) than did 
teachers who did not refer. Second, male teachers referred signifi­
cantly fewer students than expected based on the proportion of males 
in the teaching staff. Male teachers also rated themselves as 
significantly more tolerant than did female teachers on all three 
DBG measures. 
On the free response questions included on the teacher survey, 
teachers noted that they consider a number of factors when making a 
referral (e.g., academic progress of the student). In addition, 
they identified three specific times of the school year as appropriate 
times to refer. Another 20% of teachers, however, felt referrals 
should be made whenever a problem is noticed. Lastly, teachers were 
generally aware of the referral procedure in use, although several 
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specialist teachers indicated they were not actively involved in the 
referral process. 
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DISCUSSION 
Relative to research into other aspects of special education, 
the initial referral of a student for evaluation has received compara­
tively little attention. This study investigated actual referrals 
submitted to a child guidance clinic over an entire school year, and 
associated teacher characteristics. The following discussion is 
organized according to the major questions that were addressed. 
It should be noted that different samples from the same overall 
population were used in generating various results. Some of the 
results were based on all 333 referrals submitted to the Child Guidance 
Clinic unit over the 1984-85 school year. Other portions of the 
results were based on 137 elementary school teachers who completed 
surveys. The 131 referrals submitted by 65 of these surveyed teachers 
made up 39% of the total number of referrals noted above. 
Who Made the Referrals? 
Similar to previous research, the vast majority of referrals 
were school-based. In this study, 86% of the 333 referrals were made 
by school personnel, compared to 89% reported by Hyde (1975), and 
93% by Nicholson (1967). The professional expertise of teachers 
combined with readily available means of comparing students with 
same-aged peers make schools the most obvious place to identify 
children with special problems. 
The average number of students referred by teachers who completed 
the survey was .95 over the school year. This referral rate in­
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corporated both teachers who made referrals and those who did not. 
Within the referring teacher population, each teacher referred an 
average of 2.02 students, which is more consistent with the results 
of Christenson et al. (1981) and Ysseldyke et al. (1982). The 
discrepancy between .95 and 2.02 highlights the fact that referral 
rates based specifically on referring teachers will be elevated. 
About half of the surveyed teachers in this study did not refer 
students; thus, the lower overall referral rate for the entire sample 
of teachers. Clearly, statements made about teacher referral rates 
must include a description of the relevant teacher population in 
order to avoid misunderstanding. 
Comments made by elementary specialist teachers who completed 
surveys were noteworthy in that several stated they generally did 
not make referrals, and were often totally bypassed in the referral 
process. These statements were surprising given that the observa­
tions of specialist teachers who deal with a referred child in a 
slightly different setting should be important to both the classroom 
teacher and the receiving clinician. Obviously, specialist teachers 
were not always consulted when a referral was initiated by the regular 
classroom teacher, nor acted upon by the clinician. If teachers are 
to work cooperatively to meet the educational needs of students, it 
is essential that all relevant teachers be involved in and contribute 
to a referral being made. This concern speaks to clinicians as 
well. In order for the clinician to gain a total perspective of a 
child's learning, behavior, and educational environment, the clinician 
should consult all teachers who play a significant role in a referred 
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child's program. This is especially true where a subsequent 
intervention requires the participation of all of a particular 
child's teachers. 
When Were Referrals Made? 
Referrals were made during every month of the school year, but 
clusters were noted in the late fall (October and November), in 
January, and in the spring (March and April). High numbers of re­
ferrals in the late fall were consistent with teacher opinions that 
indicated they felt they needed observation time initially to get to 
know the students, assess the problem and attempt school-based inter­
ventions prior to making a referral. Parent-teacher interviews, held 
in all schools in November, may well have been an efficient avenue 
for teachers to present student problems to parents, and to obtain 
parental permission to initiate a referral. 
The reason for high numbers of referrals in January is unclear. 
Some may have been delayed submissions after the November meetings 
with parents. Perhaps a few teachers held off making a referral, 
thinking they would deal with it after the Christmas preparations 
and holiday. When the problem was still apparent in January, a refer­
ral was made. A more specific investigation of the relationship between 
month and referral reason was not possible here, but such information 
might help clarify the reason January was the highest referral month. 
For example, are learning problems more evident once the reviewing 
time in the fall is over and the academic work becomes more difficult? 
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It would be interesting to note also whether January would remain the 
highest referral month where the academic year was different (e.g., 
August to May). 
A surge of referrals in the spring again fits with teacher 
opinions that information gained at this time would be available for 
the following fall. However, whereas only about 6% of surveyed teachers 
suggested springtime as appropriate to refer, 23% of the referrals 
were made during this time. This is an interesting discrepancy. 
In the author's experience, spring referrals often regard placement 
issues for the fall (e.g., whether or not to retain a child, whether 
to refer for a special program, etc.). These questions may well have 
been heightened by parent-teacher interviews which were held again in 
March. It would be interesting, in a subsequent study, to explore 
whether teachers who felt spring was an appropriate time to refer 
accounted for a large proportion of the actual referrals initiated 
during this time, or whether teachers made referrals regardless of 
their opinions about referring at this time of the school year. The 
degree to which teacher referrals were influenced by parental concern 
at this late point in the year also warrants consideration. 
A few teachers felt referrals should not be made at the end of 
the academic year because this presented difficulties for the receiving 
teacher in September. Imagine a situation, perhaps infrequent but 
possible nonetheless, where a teacher who feels spring is an appropriate 
time to refer, refers a student, and the receiving teacher in September 
happens to be one who disapproves of this action. Because of time 
constraints, often the case at the end of the year, the referral is 
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not acted upon until September. The result could be an angry teacher 
who is not willing to actively participate in the referral process or 
follow-up, a frustrated clinician who is not able to work effectively, 
and a student whose problems may not be adequately addressed. When 
acting upon spring referrals the following fall, it would behoove 
clinicians to check with the receiving teacher regarding their opinion 
of referrals made in the spring. If a case exists such as the one 
described above, close monitoring of the student's progress for a month 
or two before initiating an assessment might prove more effective. 
This would allow the new teacher time to make his/her own assess­
ment of the child, and to establish whether an evaluation is still 
indicated. 
On the basis of the results of this study (given a September 
through June academic year), administrators and clinicians should 
anticipate increases in the number of referrals in the late fall, 
January, and spring (March/April). In order to be responsive to 
student and school needs, assignment of clinician schedules, work­
loads, and activities should consider and allow for increased referral-
based services at these times. Future research efforts should focus 
specifically on the types of referrals received during the various 
times of the school year. It was not possible to do so here, but 
such information would be valuable to administrators who must plan 
for effective assignment of clinician time and expertise. 
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Who Was Referred? 
The finding that about 4% of the total student population (or 
about one per class in a class of 25 students) is referred during a 
school year has been consistent across studies that have addressed 
this question (this study; Algozzine et al., 1983; Robbins et al., 
1967). This knowledge should help administrators anticipate the 
number of clients to be served, consequent staffing requirements, 
as well as serve as a baseline against which to measure referral 
rates subsequent to changes in service delivery (e.g., implementation 
of a prereferral consultation model). 
All 10 of Mercer and Lewis' (1977) occupational classifications 
were represented in the referral population, although these were not 
distributed equally. The vast majority of referrals came from the 
five lowest occupational categories, which suggests that children from 
the lower socio-economic classes were the most likely referred candidates. 
However, this distribution of referrals may have been more an indication 
of the occupational trends within the community rather than an indicator 
that children of such parents were more likely to be referred. To 
make any assumptions based on these results would be unwise in the 
absence of corroborative research findings elsewhere. 
The trend for boys to make up the majority of the referral popula­
tion held true in this study (2.11 ratio of males to females were 
referred). Several possible explanations for this discrepancy have 
been proposed, including the notion that boys exhibit more disruptive 
behavior than do girls (Tomlinson et al., 1977), the finding that 
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teachers rated the typical behavior of girls as significantly closer 
to the "ideal" student than that of boys (Goebes & Shore, 1975), 
and sex bias in the referral process Itself (Gregory, 1977). Gregory 
(1977) found that the referral likelihood of boys was much higher 
even when a girl had the identical problem, and further postulated 
that teachers might be more anxious to get rid of boys, and thus 
refer. Another interpretation is that teachers may be more tolerant 
of "incompetence" in girls, and are thus less likely to refer their 
female students. 
It appears that teachers in this study were also more concerned 
about male students than female students (concerned in the sense 
that they would make a referral). Both male and female teachers 
evidently felt this way as male students were not disproportionately 
referred by male or female teachers. However, future research efforts 
must move beyond a confirmatory approach to an exploratory one in 
order to effectively explain these observations. 
The variation in the ratio of males to females referred across 
grades noted in this study may be a trend that warrants further in­
vestigation. Although male and female students did not differ in the 
referral reasons given overall, far more boys than girls were referred 
in grade 1, and again in grades 6, 7, and 8. Perhaps boys exhibit 
more difficulties adjusting to school initially, and again to the 
junior high setting later. Specific comparisons at these grade levels 
using observational data as well as behavior checklists completed by 
teachers would clarify this possibility. 
Likewise, the results regarding teacher tolerance levels may 
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have Implications for the male-female referral discrepancy. If the 
behavior of boys is more bothersome to teachers (demonstrated by 
Schlosser & Algpzzine, 1979), and if teachers who have lower tolerance 
levels for student behaviors are more likely to refer (as suggested 
in this study), then it follows that boys would be more likely to be 
referred than girls. A study which specifically addressed the tolerance 
levels of teachers for the behaviors of students they referred, 
where sex of the student was considered a variable, might well provide 
both interesting and enlightening results. 
The last factor which was addressed in examining "who was re­
ferred" was grade level. Analyses of the data showed an inverse re­
lationship between the number of referrals and grade level. The 
majority of referrals occurred between kindergarten and third grade 
(52%), which was consistent with previous research (Anderson et al., 
1986; Foster et al., 1983; Nicholson, 1967), with a steady decline of 
referrals thereafter (excepting seventh grade which showed an in­
crease) . 
Several explanations for this decline in the number of referrals 
across grades are plausible. Perhaps elementary teachers spend more 
time directly with a fewer number of students. Consequently, they 
"know" their students better, and are thus more able to identify 
children in difficulty. It could be that children experiencing 
learning problems are more obvious in the early elementary grades 
(60% of the referrals citing learning related symptoms were from 
first to fourth grade) and later on, children are better able to 
mask such problems. Or, perhaps with the move towards a more 
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preventative focus, teachers are encouraged to identify and refer any 
student problems early. 
At the junior and senior high school levels, guidance counselors 
handle many of the student concerns which might have resulted in a 
referral at the elementary level (e.g., incomplete work, some behavioral 
problems, etc.). This would explain the general decline in referrals 
generated at these levels. However, the initial small increase in 
referrals at seventh grade is understandable. For most students, 
this was junior high entry, bringing with it a new school, new teachers, 
new rules and expectations, and often a very different type of academic 
schedule. It is no wonder many of the students would experience 
significant adjustment problems at this time. 
The clustering of referrals at the elementary levels has im­
portant implications for clinician staffing and scheduling. Especially 
with the general trend toward more preventative and consultative 
efforts (i.e., indirect service), it would appear that the most 
efficient and effective use of clinician time and expertise would be 
at the elementary level. That is not to say that junior and senior 
high students do not also experience problems. They do, and they, 
too, require services. However, in the long term, effective treat­
ment and remediation efforts focused at the elementary level should result 
in fewer difficulties and thus fewer referrals of students in the 
junior and senior highs. 
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For What Reasons? 
In this study, the most frequent referral reason was academic 
concerns, which is consistent with much of the previous research 
(Gilbert, 1957; Hyde, 1975; Nicholson, 1967; Ysseldyke et al., 1983). 
Speech/Language referrals were the next largest referral category, 
followed by emotional factors and then behavioral disorders. No 
systematic relationship was observed between sex of the student and 
the various referral categories, a finding consistent with Tomlinson 
et al. (1977). 
The observation that Speech/Language referrals were more frequent 
than emotional or behavioral problems was an interesting and sur­
prising result. Another study which included language as a reason for 
referral (Ysseldyke et al., 1983) found that the frequency of language 
referrals was well down in the list of referral categories. Perhaps 
the multidisciplinary nature of the clinician "team" to whom referrals 
were directed in this study was part of the reason for the discrepancy. 
Speech clinicians had been working in the school district for a number 
of years and were well known in the schools. Perhaps the fact that 
teachers are not generally expected to know how to remediate speech 
or language problems makes speech referrals less threatening to make. 
Conversely, teachers are generally expected to know something about and 
to deal with the learning and behavioral difficulties of their students. 
It should be noted that 91% of the speech referrals were from kinder­
garten to third grade. Obviously, speech and language difficulties are 
more frequently identified in younger children. Certainly remediation 
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efforts are best Initiated as early as possible. 
The distribution of referral reasons has Implications not only 
for assignment of clinicians but for the professional development of 
teachers as well. Seventy-six percent of the learning related referrals 
were from kindergarten to sixth grade. Other referral categories 
(excluding speech as already noted) were generally distributed across 
all grade levels. Based on this data, it would seem that the most 
appropriate professional development for teachers would be for a 
school district to focus on helping elementary teachers meet the 
academic needs of all their students. Specific topic areas might 
include the modification of programs and materials, use of different 
teaching strategies, and curriculum-based assessment, among others. 
It would be interesting to document the effect such a focus might have 
on the other referral categories, particularly emotional and behavioral 
problems. One might expect a subsequent decrease in referrals citing 
emotional and behavioral concerns where an early learning difficulty 
was the primary cause. Conversely, learning problems that are based 
primarily on emotional or family difficulties should become more 
evident. 
As noted earlier, referrals citing emotional factors and behavioral 
problems were received from all grade levels. One issue not addressed 
by this study was whether the type of emotional or behavioral problems 
exhibited changed across grade levels. This would certainly have 
implications for the general type of services required at different 
levels. For example, is a school-based type of intervention most 
appropriate for younger children, whereas older students require a 
61 
family-oriented approach? 
The last issue to be addressed in this section concerns the 
specificity of the referral reasons given. Specificity varied widely 
on a continuum from generally quite specific performance-related 
referrals (examples include; "set fire to a desk," "speaks out during 
lessons," "difficulty pronouncing 'r's'"), to reasons that were extremely 
unclear (for example; "poor self-image," "slow progress," "weird 
behavior," and so on). Far too often, the reasons cited by teachers 
were "broad and oriented to abstract constructs" (Ysseldyke et al., 
1982, p. 85), a fact also observed by Anderson et al. (1986); Walsh 
et al. (1976); and Ysseldyke et al. (1983). This makes appropriate 
assignment of cases to clinicians difficult as well as determining 
appropriate assessment and intervention strategies. Indeed, Walsh 
et al. (1976) noted that "the specificity of the behaviors in the 
classroom" (p. 51) was not adequately communicated to assessment 
personnel. 
At the inservice level, teachers must be assisted to understand 
their roles and responsibilities in the referral process. A referral 
should be considered to be the last step in a series of problem-
solving attempts by the teacher. Likewise, teachers must be trained 
to formulate specific written descriptors of student problems when 
making a referral. Behavioral descriptors rather than general, 
subjective reasons will not only speed up the data-gathering assess­
ment process for the clinician, but will also help teachers more ef­
fectively evaluate whether interventions they attempt have proven 
effective. 
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Indeed, Anderson et al. (1986) noted the need for referral 
forms to be designed in a format that will elicit the type of 
information required by a multidisciplinary team. Efforts should be 
directed to create new referral forms where the questions put to the 
referrer are more directive in nature and specifically focused on 
the type of referral information clincians are looking for. 
An alternate approach would be to inservice clinicians to improve 
their skills in becoming more effective and efficient data-gatherers. 
For example, Bergan's (1977) Problem Identification Interview is one 
technique which helps the clinician clarify the referral by establishing 
specific types of questions to be used to identify the target student, 
define the target behavior(s) of concern, and to verify the existence 
of a problem. This information then provides a focus for the questions 
to be addressed in the evaluation phase. 
What Teacher Characteristics Were Important? 
One of the focal points of this study was to explore what "teacher 
characteristics" were related to a teacher's tendency to make a referral. 
Neither teacher age, number of years in university, nor years of 
teaching experience were found to be significant factors. However, two 
teacher variables that were examined did show interesting relationships 
to referral rates. These were teacher tolerance levels (as measured 
by the Disturbing Behavior Checklist) and sex of the teacher. 
Although these results are not conclusive, there was a trend for 
teachers who had low tolerance levels (i.e., rated many behaviors as 
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very disturbing on the DBCs) to make more referrals. Likewise, teachers 
who did actually make referrals rated themselves as less tolerant than 
teachers who did not refer. These results were most evident for the 
DBC total which incorporated both learning and emotional behaviors. 
The results based on the DBCs suggest that, as predicted, teachers 
who have lower tolerance levels for a variety of classroom learning 
and emotional behaviors may be more likely to refer students for special 
services. Thus, a teacher's tolerance for the characteristics and 
behaviors cited in a referral as well as a description of student 
behaviors would both be helpful pieces of information to a clinician. 
The intervention strategy selected, as well as its ultimate success, 
may well depend on a teacher's willingness and ability to deal with a 
specific problem behavior in a specific way. 
For example, where a teacher admittedly has very little tolerance 
for the behavior(s) of a referred student, strategies incorporating 
the assistance of others, such as the principal, paraprofessionals 
or parents (e.g., a home-based reinforcement system) might prove 
more successful than a solely teacher-owned intervention. Indeed, 
all of us have varying tolerance levels for the behaviors of others. 
It would be far better to admit this fact and use it constructively 
rather than allow it to hamper our best efforts. This study is just 
the first step to much needed research in this area. In particular, 
more research is needed on teachers' tolerance levels for the specific 
behaviors of students they refer, and subsequent relationships that 
may exist to various intervention strategies. 
Lastly, the sex of the teacher appeared to be an important 
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factor related to teachers' tendencies to refer. Within the referring 
teachers' population for all elementary level referrals, male teachers 
referred significantly lower proportions of students than did female 
teachers, a finding consistent with Sandler (1980). For the teachers 
who completed surveys in this study (i.e., a population of teachers 
who did and did not refer), this result was not statistically signifi­
cant; however, the same trend was evident. The obvious question is: 
Why would male teachers tend to refer fewer students than female 
teachers? 
Sandler (1980) suggested that possibilities for the discrepancy 
between male and female teacher referral rates included "different 
cultural expectations for both sex teachers and students, different 
abilities of male and female teachers, and the manner in which referrals 
are perceived by other staff members" (p. 115) (i.e., the referring 
teacher may be viewed as inadequate to deal with the problem). 
Another possibility is that female teachers teach predominantly in 
the lower elementary grades (K-3) where there are more referrals made, 
while male teachers more often teach grades four to six, where fewer 
referrals are generated. 
The results of this study suggest yet another possibility. On 
all three DBC measures, male teachers had significantly lower scores 
than female teachers. That is to say, male teachers rated themselves 
as significantly more tolerant of (or less disturbed by) student prob­
lem behaviors than did female teachers. This fact would certainly 
fit as a plausible explanation for male teachers initiating fewer 
referrals. If male teachers tend to be less disturbed by student 
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problem behaviors, then it follows that they would feel less Inclined 
to judge the behavior as warranting a referral to special services. 
Teaching at the elementary level is still a predominantly female 
profession. Perhaps the reason for the discrepancy In male/female 
teacher.referral rates is based, at least in part, on the personality 
types of males who teach at the elementary level (e.g., more 
tolerant?). The sample size of male teachers in this study was 
small and these results must be interpreted with caution. However, 
further research comparing various personality characteristics of male 
and female teachers and relating these to referral rates would be an 
interesting and worthwhile venture. 
On the basis of this study, two sources of bias appear to be 
acting in the referral process. The probability that a child will 
be referred is likely influenced, at least in part, by the degree of 
tolerance the teacher has to various student behaviors, and by the 
sex of the teacher. These findings are preliminary, no doubt, but 
should provide exciting prospects for further research. 
Future Research Directions 
This was a multi-faceted study intended to examine referrals to 
a child guidance clinic, and associated student and teacher charac­
teristics. Specific research topics have been suggested throughout 
the Discussion section. The following are four more global directions 
for future research in this area. 
First, the impact of the initial decision to refer has been well-
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documented. However, special education simply cannot continue to 
provide direct service to all students with learning and behavioral 
problems (Graden, Casey, & Christenson, 1985). In keeping with the 
requirement for students to be placed in the least restrictive en­
vironment, there is a move toward a more Indirect, consultative type 
of service. Indeed, a model for a prereferral intervention system 
has recently been developed by Graden et al. (1985). 
It appears that the most likely referral based on this study 
would be: a male student in the early elementary grades experiencing 
a learning problem, who has a female teacher who may have low 
tolerance levels for a variety of student problem behaviors. Consider 
the possibilities in being able to predict such potential referrals, 
and in implementing a prereferral intervention to assist both the 
student and teacher as early as possible. Rltter (1978) has already 
shown that a school consultation program resulted in a marked decrease 
in referrals over a seven-year period. 
This research area has much potential. Continued efforts should 
be directed toward addressing school system, student, and especially 
teacher characteristics and attempt to determine the relative contribu­
tions made by each to the initiation of a referral (perhaps through 
a multiple regression model as suggested by Ysseldyke et al., 1982). 
As more data becomes available, this Information should help in pre­
dicting teachers with whom prereferral interventions would be indicated. 
And, as teachers' skills in dealing with student problems Improve, 
actual referrals should become more appropriate (i.e., students for 
whom prereferral intervention strategies have not proven effective). 
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Second, there is a need to consider teacher-student matches when 
student placement is being considered (i.e., a "good fit" concept as 
described by Swap, 1974). If teachers' tolerance levels for different 
student behaviors vary, then it is logical to assume that certain 
teachers would "do better" with certain students than would other 
teachers. As this issue is investigated through research using 
scales such as the DEC and others, school personnel should gradually 
become more comfortable addressing teacher-student matches openly 
and constructively. Then, conscious efforts can be made to "match" 
students with teachers with whom they will be most likely to ex­
perience success. 
Third, future research should address teachers' perceptions of 
special services. This is an issue which, although not incorporated 
into this study, could be very influential in determining referral 
rates. If a teacher considers a student assessment by a clinician 
to be helpful (or, indeed, a waste of time), this view should 
theoretically affect the teacher's tendency to make a referral. 
In fact, teachers' perceptions of the specific clinicians who work 
in their school, rather than special services per se, may be the 
critical factor here. 
Lastly, inservice development for teachers should consider the 
results of referral research. The types of referrals being made, as 
well as the grade levels from which these referrals come, will help 
administrators identify target areas where teachers feel their skills 
are lacking. Professional development which is relevant to "real 
problems" should help meet the educational needs of both teachers 
68-69 
and their students. 
In conclusion, the referral of a student for special services 
is extremely complex. Numerous factors may influence the decision, 
and the potential impact of the referral has been demonstrated. 
Research should continue to address those factors which influence the 
initial decision by a teacher to refer a student. A better under­
standing of this stage in the process cannot but help to provide 
direction for future research efforts in the field of special educa­
tion. 
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APPENDIX A. 
REFERRAL FORM 
un I LU liUlUAlMUt (JLIIMIC 
Please complete in duplicate and REFERRAL FORM 
return original to: The Referral Clerk 78 
Date 
1 9 .  
Please complets ALL Blanks 
Pupil's Education 
School Rm. No Teacher or grade level 
Name Birth Date Sex 
(family name) (given names) day month year M F 
Address Phone No 
(street and No.) (postal code) 
Father (guardian) Occupation Bus. Phone 
Mother (guardian) Occupation Bus. Phone 
Sibling(s) (given names, birthdates/ages, schools, educational levels, occupation, etc.) 
Language(s) spoken in home (other than English) Length of time in Canada 
Reason for referral (be as descriptive as possible — use reverse side if necessary) 
Remedial action taken by school personnel (principal, teacher, resource teacher, guidance counsellor; Indicate nature of 
action, frequency of contacts, results, etc. — use reverse side if necessary; please attach guidance and resource reports and 
E.I.P. information): 
What are the results of your contacts with parent(s) regarding this problem? 
PARENTAL/GUARDIAN PERMISSION MUST BE OBTAINED BEFORE THE CHILD GUIDANCE CLINIC BECOMES 
INVOLVED WITH A CHILD UNDER THE AGE OF 18 YEARS. PARENTS/GUARDIANS HAVE BEEN CONTACTED 
AND AGREED ON (date) by 
What kind of assistance are you expecting from the Clinic? 
School Record (description of past academic achievement, classroom behaviour, attendance problems, interpersonal relations 
with peers, teachers, etc.) Use reverse side if necessary 
Other schools attended 
Standardized intelligence and achievement tests (names, dates, results) 
E.I.P. Referral • Yes • No 
Relevant medical information Normal • 
Vision Hearing: Loss • Medication 
Name of Family Physician 
Other significant medical information 
Known to: Children's Aid Society Child Development Clinic Other (specify) — 
Signature Signature 
(Principal (Teacher) 
For Clinic Use Only File No. 
Comments: 
Date C.G.C. Signature 
-otm 8-12 R53864 
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80 
SURVEY 
Your cooperation in completing this survey is greatly 
appreciated. Please do NOT sign your name. All the information 
you provide will be held confidential. The results are to be 
reported as a group summary only. 
(Please check) 
1. Sex: Male Female 
2. Age: under 25 25-34 35-44 
45-54 55-64 
3. Number of years of teaching experience; 
4. Number of years of post high school education: 
Type of university/college degree: 
5. Your current teaching assignment: (eg. regular classroom-
grade 3) 
6. Number of students currently enrolled in your class: 
7. Based on your best recollection: 
a) For each of the past three years, how many students in 
your class had sufficient problems (i.e., learning, 
behavior, speech or other) that it was necessary to refer 
, them to the Child Guidance Clinic? 
1981-82 1982-83 1983-84 
b) Approximately how many students were in your class each 
year? 
1981-82 1982-83 1983-84 
PLEASE TURN TO PAGE TWO. 
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Page 2 
9. What factors do you consider to be important in making a 
decision to refer a student? (Use reverse side if necessary) 
10. When do you believe is the appropriate time of year to refer 
a student, and why? 
11. Briefly describe the referral procedure to the Child Guidance 
Clinic as it exists in your school division. 
THANK YOU 
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Disturbing Behavior Checklist (DBC) I 
Please respond to each item indicating how disturbing the behaviour would 
be in working with children. NVD means "not very disturbing" and VD means 
"very disturbing". Ask yourself, "in working with children, is" ...item... 
"disturbing to me", then answer the item. 
NVD VD Item and Description 
1 2 3 4 5 Oddness, bizarre behavior 
1 2 3 4 5 Restlessness, inability to sit still 
1 2 3 4 5 Attention-seeking, "showoff" 
1 2 3 4 5 Stays out late at night 
1 2 3 4 5 Doesn't know how to have fun 
1 2 3 4 5 Self-consciousness; easily embarrassed 
1 2 3 4 5 Fixed expression; lack of emotional reactivity 
1 2 3 4 5 Disruptiveness; tendency to annoy and bother others 
1 2 3 4 5 Feelings of inferiority 
1 2 3 4 5 Steals in company with others 
1 2 3 4 5 Boisterousness, rowdiness 
1 2 3 4 5 Crying over minor annoyances and hurts 
1 2 3 4 5 Preoccupation; "in a world of his own" 
1 2 3 4 5 Shyness, bashfulness 
1 2 3 4 5 Social withdrawal; preference for solitary activities 
1 2 3 4 5 Dislike for school 
1 2 3 4 5 Jealousy over attention paid other children 
1 2 3 4 5 Belongs to a gang 
1 2 3 4 5 Repetitive speech 
1 2 3 4 5 Short attention span 
1 2 3 4 5 Lack of self-confidence 
1 2 3 4 5 Inattentiveness to what others say 
1 2 3 4 5 Easily flustered and confused 
1 2 3 4 5 Incoherent speech 
1 2 3 4 5 Fighting 
1 2 3 4 5 Loyal to delinquent friends 
1 2 3 4 5 Temper tantrums 
1 2 3 4 5 Reticence, secretiveness 
1 2 3 4 5 Truancy from school 
1 2 3 4 5 Hypersensitivity; feelings easily hurt 
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Disturbing Behavior Checklist (DBC) I (page 2) 
Please respond to each item indicating how disturbing the behaviour would 
be in working with children. NVD means "not very disturbing" and VD means 
"very disturbing". Ask yourself, "in working with children, is" ...item... 
"disturbing to me", then answer the item. 
NVD VD Item and Description 
1 2 3 4 5 Laziness in school & in performance of other tasks 
1 2 3 4 5 Anxiety; chronic general fearfulness 
1 2 3 4 5 Irresponsibility ; undependability 
1 2 3 4 5 Excessive daydreaming 
1 2 3 4 5 Masturbation 
1 2 3 4 5 Has bad companions 
1 2 3 4 5 Tension; inability to relax 
1 2 3 4 5 Disobedience; difficulty in disciplinary control 
1 2 3 4 5 Depression, chronic sadness 
1 2 3 4 5 Uncooperativeness in group situations 
1 2 3 4 5 Passivity, suggestibility; easily led by others 
1 2 3 4 5 Aloofness, social reserve 
1 2 3 4 5 Clumsiness, awkwardness; poor muscular coordination 
1 2 3 4 5 Hypersensitivity; always on the go 
1 2 3 4 5 Distractibility 
1 2 3 4 5 Destructiveness in regard to his own and/or others property 
1 2 3 4 5 Negativism; tendency to do the opposite of what is requested 
1 2 3 4 5 Impertinence; sauciness 
1 2 3 4 5 Sluggishness, lethargy 
1 2 3 4 5 Drowsiness 
1 2 3 4 5 Profane language, swearing, cursing 
1 2 3 4 5 Nervousness, jitteriness, jumpiness; easily startled 
1 2 3 4 5 Irritability, hot tempered; easily aroused to anger 
1 2 3 4 5 Enuresis, bed-wetting 
1 2 3 4 5 Often has physical complaints, e.g., headaches, stomachaches 
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Disturbing Behavior Checklist (DEC) II 
Please respond to each item indicating how disturbing the behaviour would 
be in working with children. NVD means "not very disturbing" and VD means 
"very disturbing". Ask yourself, "in working with children, is" ...item... 
"disturbing to me", then answer the item. 
NVD VD Item and Description 
1 2 3 4 5 Short attention span 
1 2 3 4 5 Poor discrimination skills 
1 2 3 4 5 Being easily frustrated 
1 2 3 4 5 Unmanageable behaviour 
1 2 3 4 5 Weak visual memory 
1 2 3 4 5 Poor word attack skills 
1 2 3 4 5 Insensitivity 
1 2 3 4 5 Saying inappropriate things 
1 2 3 4 5 Having difficulty copying shapes 
1 2 3 4 5 Figure-ground problems 
1 2 3 4 5 Impulsivity 
1 2 3 4 5 Poor motor development 
1 2 3 4 5 Inadequate self-concept 
1 2 3 4 5 Letter and word reversals 
1 2 3 4 5 Lack of sensitivity regarding others 
1 2 3 4 5 Poor visual-motor integration 
1 2 3 4 5 Social immaturity 
1 2 3 4 5 Poor expressive abilities 
1 2 3 4 5 Weak auditory memory 
1 2 3 4 5 Distractibility 
1 2 3 4 5 Poor interpersonal relationships 
1 2 3 4 5 Confusion of letter sounds 
1 2 3 4 5 Being in a state of perpetual motion 
1 2 3 4 5 Laziness in school 
1 2 3 4 5 Poor posture 
1 2 3 4 5 General perceptual problems 
1 2 3 4 5 Carelessness 
1 2 3 4 5 Being unable to assume social responsibility 
1 2 3 4 5 Rudeness, tactlessness 
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Disturbing Behavior Checklist (DEC) II (page 2) 
Please respond to each item indicating how disturbing the behaviour would 
be in working with children. NVD means "not very disturbing" and VD means 
"very disturbing". Ask yourself, "in working with children, is" ...item... 
"disturbing to me", then answer the item. 
NVD VD Item and Description 
1 2 3 4 5 Insecurity 
1 2 3 4 5 Irritability 
1 2 3 4 5 Being shy or withdrawn 
1 2 3 4 5 Lack of spontaneity in communication 
1 2 3 4 5 Difficulty remembering letter names 
1 2 3 4 5 Being insecure or craving attention 
1 2 3 4 5 Written reversals 
1 2 3 4 5 Hyperactivity 
1 2 3 4 5 An inability to follow directions 
1 2 3 4 5 Not participating independently 
1 2 3 4 5 Confusion with directionality 
1 2 3 4 5 Inappropriate recall of words and sentences 
1 2 3 4 5 Being unable to blend sounds 
1 2 3 4 5 Not differentiating left from right 
1 2 3 4 5 Anxiety with regard to school 
1 2 3 4 5 Perseveration 
1 2 3 4 5 Limited spontaneous verbalization 
1 2 3 4 5 Lack of motivation 
1 2 3 4 5 Fine motor problems 
1 2 3 4 5 Disorganization in task approaches 
1 2 3 4 5 Clumsiness, awkwardness 
1 2 3 4 5 Gross motor problems 
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Disturbing Behavior Checklist Research Results 
Factor analytic results were reported by Algozzine (1979) in a 
validation report of the DEC. The DBCI (ED) revealed four factors 
(based on loadings of .40 or more). Factor I was labeled as social 
immaturity. Factor II contained socially defiant behaviors. Factor III 
was described as involving physically disturbing behaviors, and Factor 
IV contained socialized delinquent behaviors. Algozzine (1979) re­
ported that Factors I, II, and IV were moderately correlated with 
each other, while Factor III was relatively independent from the 
others. 
The factor analysis of the DBCII (LD) resulted in three factors. 
Factor I contained behaviors labeled as general perceptual problems. 
Factor II contained unmanageable behaviors, and Factor III comprised 
immature behaviors (Algozzine, 1979). All three factors were moderately 
inter-correlated. 
A series of studies utilizing the DBCI and DBCII have shown that 
the behaviors of children are differentially disturbing to school 
personnel. Two studies (Algozzine, 1977; Herr, Algozzine, & Eaves, 
1976) found that Factor II (socially definant behaviors) was rated as 
the most disturbing on the DBCI. Within the DBCII, Factor II (un­
manageable behaviors) was the most disturbing (Mooney & Algozzine, 
1978). In addition, Mooney and Algozzine (1978) found that behaviors 
in the DBCI were generally more disturbing than those in DBCII. 
Lastly, a case study approach containing behaviors from the DBCI 
showed that teachers were more accepting of a case study child when 
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their tolerance matched the child's behavior; and they were less 
accepting of a child whose behavior conflicted with their tolerance 
(Algozzine & Curran, 1979). 
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Information to Teachers 
This is a survey I have developed as part of my dissertation study 
which I am conducting in this School Division. My purpose is to study 
referrals to the Child Guidance Clinic so we can better understand 
the different types of students who are referred, and the various 
needs that they have. The information in this survey will be an im­
portant part of my study. 
The survey consists of six pages in total. The first page is 
descriptive information about each teacher. Page two consists of three 
open-ended questions regarding referrals. Please feel free to write 
your responses in point form if you wish. The last four pages are two 
forms of the Disturbing Behavior Checklist developed by Bob Algozzine. 
This is a one to five rating scale where you are asked to rate a 
number of behaviors in terms of how disturbing the behavior would be 
to you in working with children. Please do not spend too much time 
thinking about each behavior — your first reaction is what is important. 
Your participation in completing this survey is totally voluntary, 
and all of the information that you provide will be strictly confi­
dential. Please do not sign your name or put any identifying information 
on the survey form. Should you not wish to complete the survey, I 
would ask that you leave it blank and return it to me so that it can 
be used for someone else. 
I certainly appreciate your time and your cooperation. Please 
feel free to ask any questions that you might have. 
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Referral Coding System 
Reasons for Referral :(Figure 5 abbreviations); 
1. Emotionally Manifested Symptoms (Emotion) 
sleep dlsorders/bedwettlng 
emotional lablllty/lrrltablllty 
exploslveness 
depression 
excitement 
antlsoclal/poor social, school adjustment 
Immature moral development 
frustration 
low self-esteem 
emotional problems 
reduced. Inappropriate affect/crying 
jealousy 
angry/bitter/hostile/argumentative 
withdrawn/shy/tlmld/passlve 
Immature (emotionally) 
hyporeactive 
hyperreactive 
disoriented 
2. Behavior Disorders (Behavior) 
disruptive 
talkatlve/loud 
classroom/home management problems — e.g., minimal compliance, 
discipline 
temper tantrums 
aggressive — e.g., hitting, pushing 
behavior problems — inappropriate behavior, delinquent behavior 
3. Learning Related Symptoms (Learning) 
specific learning deficits/learning difficulty 
school failure/achieving below grade level 
difficulty with abstractlons/Acaculia 
memory 
work is Incomplete 
inability to follow directions 
uneven mental functioning/erratic performance 
low rate of on-task behavior 
slow to complete work 
requests for potential/ability 
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Attention Related Symptoms (Attend) 
short attention span/inattentive 
dlstractlablllty 
Impulsive 
concentratln/daydreaming 
perseveration 
out of seat 
Coordination/Neurological and Perceptional Motor Sensorl-Motor 
Symptoms (CoordT 
general coordination deficits 
awkward/clumsy 
fine motor control problems 
gross motor control problems 
Dyslado/Dysklnesla/lnvoluntary motor movements 
poor finger coordination 
abnormal postural reflex/gait disturbances 
equiv. neurol. signs/dysfunction/seizures/soft signs 
transient strabismus 
mixed, confused laterality 
minimal cerebral dysfunction 
developmental soft signs 
visual/perceptual motor problems 
auditory perceptual problems 
dyslexia/letter or word reversals 
tactile deficits/finger agnosia 
visual perceptual problems 
Activity Disorders (Activity) 
hyperactivity 
hyperkinesis 
constant motion/restless/fidgety 
overactive 
underactlve/slow moving/easily tired 
Speech/Language (Speech) 
speech defect/delay 
receptive language problems (vocabulary) 
immature speech 
Physical Development (PhysDevt) 
developmental delay/physically Immature 
developmental soft signs 
95 
9. Performance (Perf) 
motivational problems/poor attitude towards school 
organizational problems 
excessive school absences/tardy 
10. Hearing (Hearing) 
requests for hearing tests/screening 
11. Placement/Programming Only (Placemt) 
12. Miscellaneous — (Misc.) — Examples include; 
foreign language spoken in the home 
hygiene 
birth order 
older child 
home problems — no other information 
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Occupational Classifications^  
(Mercer & Lewis, 1977) 
0 Unemployed, on welfare, public disability pension, social 
security. 
1 Laborers in heavy manufacturing and on farms. 
2 Laborers in mining and light manufacturing, personal service 
workers, equipment operators. 
3 Operatives of heavy machinery and tools, semiskilled service 
workers. 
4 Skilled operatives, craftsmen, salaried business managers. 
5 Highly skilled operatives, skilled craftsmen, sales and clerical 
workers, self-employed proprietors. 
6 Highly skilled craftsmen, skilled clerical workers, self-employed 
proprietors in wholesale trade or furnishings, salaried managers 
in retail trade or administration, certain semiprofessionals. 
7 Highly skilled sales and clerical persons, self-employed 
proprietors in business services, salaried managers in general 
establishments, lower-level professionals. 
8 Managers in manufacturing and transport, officials in federal 
administration, middle-level professionals. 
9 Skilled managers, federal government officials, directors, higher-
level professionals. 
^See Mercer and Lewis (1977) for examples (pp. 93-95). 
